mild cardiovascular accident 10 years ago and had been treated for congestive cardiac failure for the past three years. He had formerly been a heavy drinker and still smoked twenty cigarettes per day.
On examination: Anxious plethoric man. Slow regular pulse, BP 210/90 with slight left ventricular hypertrophy. Crepitations throughout both lung fields without other evidence of cardiac failure. Liver slightly enlarged and smooth; small paraumbilical hernia present. Rectal examination revealed a large ulcerating mass on the posterior wall at 6 cm which bled freely. The mass was biopsied per sigmoidoscope.
Investigations: Normal Hb, WBC and blood film. ESR 36 mm in 1 hour (Westergren). Serum alkaline phosphatase 27 K-A units/100 ml. Serum proteins normal. Urinalysis negative. Chest X-ray showed diffuse miliary infiltration of both lung fields. Mantoux test negative. Rectal biopsies all reported as 'benign ulcerating polyp with no evidence of malignancy'. Progress: A diagnosis was made of rectal carcinoma with multiple pulmonary nietastases despite the biopsy report. His condition rapidly deteriorated, however, without obvious cause, and he died 3 weeks later after a profuse bright rectal himorrhage.
At post-mortem: Widespread pulmonary cedema and congestion with numerous scattered peribronchial nodules of gritty, rather friable, tissue. Heart and liver slightly enlarged but normal macroscopically. The pelvic colon and rectum were distended with blood and contained several small shallow ulcers. There were extensive confluent areas of similar ulceration in the rectum, the largest of which almost encircled the lower end of the bowel and represented the 'growth' felt per rectum. There was no induration of the bowel wall and no carcinoma. Histologically the lung nodules consisted of eosinophilic hyaline material whose grittiness was due to minute spicules of lamellar bone. The same hyaline material was found in the base of the rectosigmoid ulcers and was heavily distributed throughout the wall of the bowel, especially around the submucosal vessels. With Congo red the tinctorial features of this material were pathognomonic of amyloid, though staining with methyl violet was negative. The staining reactions of primary amyloid are often capricious. On review, amyloid was found in all the original biopsy specimens.
Discussion
This is a case of primary systemic amyloidosis; death resulted from hemorrhage due to ischTmic ulceration of the pelvic colon and rectum. Metaplastic ossification of the lung is a rare but well-established complication of primary amyloidosis. Although the gastointestinal tract is involved in 70% of cases (Symmers 1956 ), symptoms are uncommon. Gastrointestinal hemorrhage has been reported in 18 other cases, of whom 5 have passed fresh blood per rectum at some stage of the disease. Of these 5, 2 (Gerstell 1932 , Dillon & Evans 1942 had colonic ulcers, 2 (Jamum 1965 , Casad & Bocian 1965 had diffuse amyloid infiltration of the large bowel without actual ulceration, and in the fifth case (Brom et al. 1969) no autopsy was performed. The present case is unique in that an ulcer was palpable per rectum.
